Case reports
Ileocolic blind loops following side-to-side anastomoses! T E Bucknall FRCS C Wastell MS FRCS Westminster Hospital. London SW1P 2AP Two cases of a blind loop resulting from side-toside anastomoses of ileum to colon are described and their management reviewed. This method of intestinal anastomosis should be avoided, where possible.
Case J: A 70-year-old woman underwent a right hemicolectomy four years ago for a Duke's stage B carcinoma of the ascending colon. She was well for 18 months postoperatively with increase in Figure2. Diagrammatic representation of an ileocolic blind loop developing after right hemicolectomy with side-to-side anastomosis weight, regular bowel habit and no sign of recurrence. She then started to complain of abdominal pain and diarrhoea, with loose motions 3-4 times per day. This settled with diphenoxylate (Lomotil). Six months later she again complained of pain and diarrhoea. Full investigation at this time was normal including a barium enema. She did not respond to diphenoxylate but the diarrhoea did stop after two weeks' treatment with a combination of neomycin and kaolin. She remained well until this year when she had further pain and diarrhoea. Barium enema showed a dilated loop of ileum, which was blind, at the site of the side-to-side anastomosis (Figures I and 2) . It emptied reasonably well. There was no evidence of recurrence. She responded almost immediately to a course of metronidazole (Flagyl) and has remained well for more than one year.
Case 2: A 34-year-old man presented with a twomonth history of abdominal pain and diarrhoea, with loose, watery motions 10-12 times per day. He had had some relief from metronidazole (Flagyl). Five years previously at another hospital he underwent a jejunoileal bypass for treatment of his obesity. After the operation he lost 11 stone (69.3 kg) in weight. He had diarrhoea following this surgery which was controlled with codeine phosphate. Two years later he underwent an apronectomy.
Journal of the Royal Society of Medicine Volume 73 December 1980 883 anastomosis (Figures 4 and 5) between the bypassed ileum and the ascending colon. The anastomosis was taken down, the end excised and resited ( Figure 6 ). He is now pain free and has a normal bowel action. On examination he was an obese but otherwise healthy-looking man, apart from an ill-defined, tender mass in the right iliac fossa. Plain abdominal X-ray ( Figure 3) showed a dilated loop of bowel at this site. A barium meal and follow through failed to show the nature of this loop. He continued to have diarrhoea and severe pain and therefore a laparotomy was performed. This revealed a dilated, thickened, non-emptying ileal blind loop at the site of the side-to-side
Discussion
These two patients demonstrate the effects of creating a pouch in association with an intestinal anastomosis, the peristalsis in which is directed towards the closed off end. Ellis & Smith (1967) , when investigating the absorption of Bl2 in rats, noticed a similar mechanical/anatomical effect when antiperistaltic small bowel pouches were fashioned experimentally. The reason that the right hemicolectomy (case I) was done with a sideto-side anastomosis was to allow for a wide stoma and so that the anastomosis could be carried out through completely peritonealized surfaces without the intrusion of a mesentery. Unfortunately, in using this method of anastomosis a blind antiperistaltic segment of ileum was created in both cases (see Figures 2 and  5 ). In the operation carried out for obesity (case 2), a 15 in/4 in (38 cm/IO cm) jejunoileal bypass was created by anastomosing the ileum to the ascending colon using a side-to-side method, creating once again an antiperistaltic blind loop. Presumably the motives for using this method of anastomosis were similar to those that operated in the case of the first patient.
It is emphasized that this report concerns the 'mechanical' and anatomical features that result from this method of side-to-side anastomosis; whilst it is true that both patients developed diarrhoea, there were reasons other than the blind loop syndrome for this to occur. In the first case the terminal ileum and ileocaecal valve had been removed, and diarrhoea is well recorded following this procedure (Fehr & Deucher 1979). In the second case, jejunoileal bypass had resulted in a very short small bowel, once again a situation complicated by diarrhoea.
It is interesting that the first case responded to metronidazole and although the blind loop syndrome (characterized by diarrhoea, steatorrhoea, anaemia, loss of weight, abdominal pain and multiple vitamin deficiencies) may have compounded the other reasons for diarrhoea, its existence was never proved. Antibiotics were used apparently with some effect in the second case but the main feature was pain, probably due to distension of the blind loop.
